Patient education was his last point, a need so obvious in developing countries that it does not have to be argued. In Britain boys and girls learn from the media and the onus should be on schools to-offer education in topics such as, breastfeding and childrearing.
Dr Waterston did not fundamentally disagree with anything that Mr Lawson had said. He began by reminding the audience that this was the first day of Child Health Week (the brainchild of one of the Section's council) which commemorates the 60th anniversary of the BPA. It was also the first day of the use of the new MMR vaccine against measles, mumps and rubella and we have a great deal to learn from almost everywhere about unization. In 1982 our notification of measles was 250 times that of the United States.
The main theme of his presentation was the need to undertake preventive work, with the Alma Ata declaration of the World Health Organization as his cornerstone. This declaration said that Primary Health Care is essential and should be universally accessible by means acceptable to the community. There followed, from the speaker, a string of initials coming hard on each other's heels: UNICEF's GOBI and the idea of FFF. GOBI stands for growth monitoring, oral rehydration, breastfeeding and immunization, while the 3 Fs are family spacing, food supplements and female education.
His proposals for implementing the WHO and UNICEF ideas were part political, part educational. Developing countries have mothers and children living in poor conditions with not enough food; so do we. One way to overcome the problems that lead to this state of affairs is to empower the mothers. In one striking example some African women built a health centre, literally with theirown hands. In Newcastle there is a health centre that was built in a conventional way but which encourages mothers to participate in its running. A more general example of his thesis is the Mother's Home BaSed Record Card, whereby the parents are able to keep a summary of their children's medical record at home. Slowly we are realizing the value ofsuch a card in this country and, despite some die hard-opposition, it is being introduced here.
Education in health care can best come about when care and cure are combined in one setting. In Britain the most vulnerable mothers often do not find themselves exposed to teaching on preventive medicine because they do not perceive the need for it and because they do not go to any of the places. where it might be available for them to encounter it in the course oftheir everyday life. They do, however, goto their GP from time to time; it would be sensible to have some input on health education on offer when they do.
Breastfeeding is a topic for both politicians and educators. The WHO code of practice on advertising milk -companies' products has been effective in developing countriesbuthas not been implemented in Britain or anywhere else in Europe. Our breastfeeding rates-are currently falling.-Finally there was an overt political statement with a slide indicating an association between spending on defence, on health care-and on infant mortality.
There was almost an hour for questions and discussion. At one pointit seemed that this time might degenerate into an ingroup haggle about therelationships between doctors; and midwives but fortunately this was curtailed. Other topics included the difficulties of extrapolating from one country to another, the example beinggivenof bottle feedingnot being dangerous in Britain, with a correspondig lower need for legislation.
Family spacing-by abstinence brought some discussion: this is, apparently, a common method in some cultures. It was also noted, in an aside, that polygamy is also practised in such places. No one, from the floor or the platform, advocated that particular combination as a desirable import.
There was a good discussion on the place of high tech-medicime in the UK and in developing countries, with -a clear statement of the essential dilemma in Britain being not so much the cost of high tech equipment per se, rather it is the question of what to do-when it seems likely that the machine is of doubtful-value in prolonging a particular life. Professorl Chamberlain thanked the speakers who had been taxed well by the audience. It was a good start to what promises to be a valuable series of meetings.
Richard Lansdown Editorial Representative
Open Section (Accepted 12 October 1988) Letters to the Editor Preference is given to the letters commenting on contributions published recently in the JRSM. They should not exceed 400 words and should be typed double-spaced. Accident and emergency medicne: an administrative convenience or a specialty? Having been fascinated by what we called Icasualty' and yet unable to see any future in a career devoted to its practice, I moved over to the United States atthe time 'emergency medicine' started to develop herec I have thus had the opportunity to observe the care rendered to suddenly ill or injured patients of all ages on both sides-of the Atlantic.
Memories abound ofmedical and surgical specialists incapable of endotracheal intubation, thinking that this life-saving skill need only be acquired by anaesthetists. Many physicians have bee unable to insert a tixnely chest tube whilst more than a few surgeons fumble ineffectively with. defibrillatorm-And what about all those:transfixd at thethought of having to resuscitate a child? The advent of, the well-trained accident and emergency specialist was long. overdue anid fills a void. I have no hesitation whatsoever in concluding that accident and emergency medicine is indeed a true specialty (Dr Dallos, March 1988 JRSM, p. 130 It has been shown earlier. that -upper gastrointestinal endoscopy in elder-ly patients is safe, gives a high diagnostic yield and helpsin changing managementl-3. A recent studyfrom our centre4 has also emphasized that initial gastroscopy in tbo symptomatic elderly (presentingwithdyspepsia, dysphagia, haematemesis, malaena, anorexia) ffecta an early diagnosis (especially of malignancy) and influences overall patient managent. hisLapproach: bypasses tedious hospital procedures inclg;waiting time for barium studies and is thus cost effective. It would be appropriate to set up such facilities in more centres so that unnecessary delay in, diagnosing serious disorders be averted. S The authors reply below:
Sir, We would agree that upper gastroinitestinal endoscopy in elderly patients is very useful, but this* was not the question we 'were addressing in our paper.
The point we were hoping to make was that as 'dyspepsia' may be the presenting complaint in a wide range of conditions, it'would ideally be best-if the patient was seen by a specialist before endoscopy was performed. We would think this probably of greatest importance in the elderly 'group referred to by your correspondents because unwarranted complications in this age group can be disastrous. Nephrotic syndrome as the marker for underlying malignancy Sir, There are a number of flaws in Stevens and Rainford's case report (July 1988 JRSM, p 416). They assume an association' between a nephritis and a malignancy without presenting immunological evidence and then proceed to draw untenable conclusions.
In a personal series of 784 biopsies'of native kidiinys over the past 12 years, 72 cas s'of membranous glomerulonephritis (9.2%) ha've been diagnosed and only one (0.13%) was malignancy related (cervical carcinoma). Two Dr Gabriel quotes a personal series of 72 cases of membranous nephropathy of which one was malignancy related. He does not reportthe age of these patients at diaignosis, the inicidence of nephrotic syndrome, whether malignancy was actually looked for or for how long the patients have been followed up. He implies that his figures might be representative whilst entirely ignoring the work of Eagen and Lewis* adid the published series of Lee et aL**, Row et aL * and-Zech et aL* (which quote an incidence of malignancy related, to nephrotic --syndrome and membranous glomerular nephritis of up to 22%).
We would accept that investigation for malignancy could'be restricted to adults with nephrotic syndrome and membranous glomerular nephritis of uncertain setiology. However, we would contend that any patient who has a treatable malignancy discovered would view the inve5tigatiAn neither as needless nor too expensive. Sir, We read with interest the article by Wheeler (August 1988 JRSM, p 437). The author states that 'few investigations have been misapplied more often -than thyroid scintigraphy' and that ultrsund scan-'ning will distinguish betweeu cystic and solid lesions with 95% accuracy but contributes very little to management. How then doone investig the inically solitary thyroid nodule? There is a recognized error when-palpating the neck' and about -216% of clinically 'solitary' nodules will be the more easily palpated dominant nodules in a multinodular goitre (MNG).
Thyroid scintigraphy has an important role to play in pretreatment evaluation. 99Tcm Tc04 or 123I imaging will show whether a nodule is solitary or part of a MNG. It will also demonstrate its functional status (hot or cold) which no other investigation can do. All functioning nodules should have a sensitive TSH assay or TRH stimulation test to confirm that they are binding iodine as well as trapping the radionuclide. If a nodule is functioning, then no further investigations are necessary. This finding will avoid possible complications from operating on a mildly thyrotoxic patient or precipitating thyrotoxicosis by starting a course of suppressive therapy with T4. The confusion in the literature about the possibility of malignancy in hot and warm nodules arises because (a) some trap but don't organify iodine, (b) some have a high blood volume and therefore contain radiotracer and appear warm, and (c) so called neoplastic hot nodules are, in fact, incidental cancers adjacent to the nodule.
Very occasionally the scan may demonstrate bilateral symmetrical cold nodules. This should raise the possibility of familial medullary carcinoma2 and subsequent calcitonin measurement or scanning with 99Tcm(v) DMSA may be diagnostic3. A phaechromocytoma should then be excluded preoperatively to avoid an anaesthetic disaster.
All 'warm' and 'cold' nodules should be further evaluated by fine needle aspiration biopsy (FNAB) which can increase the preoperative predictive accuracy to approximately 50% and decrease unnecessary surgery. We recognize that FNAB is a valuable diagnostic technique but is of limited value on its own, since it requires a skilled pathologist and, as such, is not widely available. Thyroid scintigraphy is a well tested, widely available inexpensive method of evaluating the solitary nodule4. Suspected thyroid swellings should initially be evaluated with radionuclide scanning and 'warm' and 'cold' nodules further evaluated with ultrasound, or FNAB when available. FNAB is highly accurate in predicting thyroid cancer, but cannot diagnose the solitary nodule or evaluate its function. Although thyroid scintigraphy is limited in its ability to distinguish benign from malignant disease, it cannot be regarded as 'outmoded and unnecessary' in the assessment of the euthyroid patient with a solitary nodule. A response to the letter by Maisey and colleagues is appropriate as several points raised in their communication are based on some fundamental misconceptions. They quite rightly state that there is a recognized error in clinical palpation of the neck, but then imply that thyroid scintigraphy can accurately distinguish between the solitary nodule and a dominant nodule in a multinodular gland (MNG). Thyroid lesions less than 10 mm in diameter will be frequently missed on scintigraphyl"2 and the technique is therefore unlikely to delineate a nodule which cannot be palpated on physical examination by a competent clinician3. A substernal goitre is, of course, an obvious exception to this statement. It would be wrong to assume that confirmation of a multinodular goitre automatically excludes malignancy, as a cancer rate of 3-10% has been reported4.
Indeed, one study has shown no significant difference between the malignancy rate in solitary nodules and that seen in multinodular glands with a dominant lesion5. The demonstration of the functional status of a nodule by scintigraphy is of limited value, even allowing for the fact that the 5% of lesions shown to be 'hot' are highly unlikely to be malignant. It has been suggested by Maisey6 that the 'warm' nodule should be treated as a 'cold' non functioning nodule and therefore clearly the majority of solitary nodules will be classified as non functioning, yet only 10-20% of these will be malignant. One does not have to be a mathematician to see that thyroid scintigraphy under these circumstances contributes very little to the accurate identification of the malignant lesion.
It has been suggested that the scan might identify the patient who is mildly toxic and thereby avoid complications of surgery or inappropriate medication. Measurement of T4, T3 and TSH, the latter by a sensitive immunochemiluminometric assay, would be a rather more reliable method of confirming the euthyroid state.
The question is asked 'how should the solitary nodule be investigated?' Although thyroid malignancy is rare, it is nevertheless true that the major problem facing the clinician is the identification of the malignant lesion. There is little doubt that this objective can be best achieved by thyroid cytology (ABC, FNA) which has a predictive accuracy rate far in excess of the 50% quoted by Maisey. Lowhagen et aL7 reported a false positive rate of zero and a false negative rate of 2.2% which later in their experience fell to zero, although the limitations ofthe technique with respect to the follicular neoplasm must be appreciated. The requirement of a skilled pathologist to interpret thyroid cytology should surely be no bar to its routine application in 1988.
In the final sentence of their letter Maisey and his colleagues admit that thyroid scintigraphy is limited in its ability to distinguish benign from malignant disease and as this is invariably the fundamental issue at stake, I stand by my original statement that thyroid scintigraphy, with 1231 or 9Tcm, in the euthyroid patient with a solitary nodule is an out-moded and unnecessary investigation. Only FNA employed as an initial investigation can begin to approach the accuracy ofconventional bistopathological examination and thereby permit the correct selection of patients who require surgery for their solitary thyroid nodule. Surg Clin North Am 1979; 59:3-18 Vascular compression in thoracic outlet syndrome Sir, We read with interest the report by Grant et al. (August 1988 JRSM, p 476) which advocates the use of erect angiography in the investigation of the thoracic outlet syndrome (TOS). The demonstration of arterial and venous vascular compression in the investigation of TOS has been a point of discussion at our joint radiological and vascular meeting. On several occasions now initial vascular imaging has not confirmed clinical findings of obstruction of either vein or artery.
A 43-year-old housewife presented with a 5 month history of tingling in the left hand which became blue and swollen in the dependent position. These symptoms started following the wearing of a cervical collar for three months after a car accident. Clinical examination revealed a bluish swollen hand with loss of the radial pulse on elevation of the limb to 900 in the sitting position. Doppler examination just under the mid point of the left clavicle confirmed arterial and venous obstruction at this point. Intra-arterial digital subtraction angiography in the classical supine position did not demonstrate any arterial obstruction. Prior to venography the position of loss of pulse was determined (and was quite different to that of the classical position) and venous obstruction was demonstrated unequivocally. Arterial imaging was not repeated because of patient discomfort.
A young man who had previously had a resection of a cervical rib for arterial compression developed recurrent symptoms. Clinically, occlusion of the subclavian artery was demonstrated at the level of the first rib. Initial arteriography in the classical position did not confirm this. Repeated imaging in the position of loss of the pulse confirmed the clinical findings. Resection of the first rib relieved the obstruction.
We concur with Grant et al. that it is vital to perform vascular studies for TOS in the symptomatic position even if this is technically difficult. In our experience this did not require erect filming but attention to the position of the loss of pulse is essential. The position of clinically detected abnormalities should be indicated by the examining clinician on ordering the X-rays and the radiologist should take the films in this position. Attention to this detail may increase the demonstration of TOS. Wiley, 1988 After Elijah and Elisha, there came a prophet in the lab called Elisa, who foretold easier and better pathological tests. Such novel applications ofElisa are found in this paperback, which contains 15 essays on technical aspects. They include short reviews of antibody affinity, amplification of second enzymes, modified sandwich Elisa, Elispot and Elisa plaque assays. There are also two excellent articles by the Wellcome group on the practical application of the Elisa method to viral diagnosis. However, this book is not a thorough reference text or laboratory manual, as the editors claim, although it does conveniently gather much original work together, in one volume.
There is no mention ofthe use of Elisa in autoimmune disease or collagen disorders. Fc receptor assays are hardly mentioned, while data handling, statistics and reporting should have had a chapter devoted to this specialized topic. The section on chemiluminescence, although informative, is almost an irrelevance, when so much has been left out. The index is far from adequate and the figures do not always add to the clarity of the text. Nevertheless, the book is easy to read and enjoyable. Diabetes beyond 40 R Hillson pp 154 £5.99 ISBN 0-356-14850-5 London: Macdonald 1988 The need to provide readable, informative and accurate texts for patients with diabetes is well established. This new book addresses itselfto a group ofpatients who will wish to know above average detail of their disorder. It is certainly eminently readable
